The Guideline for laparoscopic biliary surgery appearing in this issue of Surgical Endoscopy is comprehensive and accurate. It reflects the extensive experience of the authors and a realistic view of practice patterns in the USA. There can be no doubt that laparoscopic cholecystectomy, in all but the most difficult cases or where neoplasia is suspected or exists, has become the standard of care for disease of the gallbladder. Carefully practiced, it provides excellent relief of symptoms with minimal morbidity and is a great advance over the former open approach. The impact of laparoscopic surgery upon the management of common bile duct stones is not at all so clear. Indeed, it may be argued that the issue has become confused.
Forty years ago, bile duct stones, regardless of their presentation, were managed only with open choledocholithotomy. When the gallbladder was present, it was removed. The ensuing decades and the development of endoscopic cholangiography with sphincterotomy and laparoscopic cholecystectomy have provided physicians and surgeons with multiple options and alternatives in their care of patients. It must be remembered, however, that open choledocholithotomy is the standard against which newer approaches must be measured.
We have learned that routine preoperative endoscopic retrograde cholangiopancreatography (ERCP) is costly and unnecessary. It also adds significant potential for morbidity. Even when stones are more likely to exist, as in patients with recent pancreatitis or a dilated common bile duct noted on ultrasound, preoperative ERCP is often negative and unnecessary. In these patients, laparoscopic cholecystectomy with intraoperative cholangiogram should be performed. If stones are found, they may be managed by laparoscopic extraction techniques, by conversion to open common bile duct exploration, or by postoperative ERCP. Only when there is significant jaundice is preoperative ERCP imperative to rule out an impacted stone or tumor.
Laparoscopic clearance of the common duct, while well described, is infrequently practiced. Appreciation of common duct stones and their clearance depend upon use of operative cholangiography, which is itself infrequently practiced. Techniques of biliary exploration such as transcystic bile duct exploration, choledochoscopy, and laparoscopic choledochotomy are rarely performed. Most stones are relegated to postoperative ERCP if they are recognized. That has become the most common clinical scenario and works well in most cases. However, a generation of surgeons has emerged from training with little experience in bile duct surgery. Common bile duct exploration, by any means, is rarely performed.
In the future, we must identify means to train our surgeons, residents, and those in practice in the techniques of bile duct exploration. This should include endoscopic, laparoscopic, and open methods. The result will be the most efficacious, cost-efficient, and safe therapy for our patients.
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